The tailgut cyst or retrorectal cystic hamartoma is often an incidental ®nding but may cause chronic perirectal symptoms. Since carcinomatous degeneration has been described, complete surgical excision is advised.
CASE HISTORY
A woman aged 37 was referred with a retrorectal mass originally noted by obstetricians during childbirth. Two perineal explorations had been performed to drain the¯uid ®lled mass. She now complained of intermittent discharge from a sinus behind the anus. On examination, there was a post-anal sinus but no perineal swelling. On rectal examination a soft midline swelling, separate from the rectum in the presacrococcygeal space, was palpable above the levator ani; overlying rectal mucosa was normal. Magnetic resonance imaging (MRI) showed a 3 cm diameter cyst above the pelvic¯oor.
At laparotomy the cystic lesion, densely adherent to the coccyx, was removed apparently intact. Histological examination revealed that it was a retrorectal cystic hamartoma or tailgut cyst, consisting of multiple cysts, most of which were lined with strati®ed squamous epithelium but others with glandular and transitional epithelium.
2 years later she again complained of a discharging perianal sinus. There was now a clearly palpable perineal swelling. Endoanal ultrasound and MRI ( Figure 2 ) revealed a further cystic mass, but now below the levator muscles. A perineal approach allowed complete excision, and histological examination showed that this too was a tailgut cyst.
COMMENT
Tailgut cysts are embryological remnants of the hindgut. In normal development, the part of the tailgut distal to the invaginating anus is obliterated by around 56 days' gestation. These swellings are multicystic, and the cysts are lined with the different epithelial types normally found in the embryological gastrointestinal tractÐstrati®ed squamous, ciliated columnar, mucin-secreting columnar and transitional. Although benign, tailgut cysts occasionally undergo carcinomatous degeneration 2 .
These cystic tumours arising in the sacral region should be distinguished from dermoid cysts and duplication cysts of the rectum. Dermoid cysts are lined only with strati®ed squamous epithelium, and may contain hair or other mature tissues. Duplication cysts exhibit features of the adult gastrointestinal tract such as crypts and villi, which are absent in the fetus and therefore in the tailgut cyst.
Though often an incidental ®nding, tailgut cysts can cause discomfort on sitting, dif®culty in opening bowels or urinary retention. The cyst may become infected and Open arrow points to bladder recurrent abscesses in the retrorectal space or repeated operations for ®stula in ano may feature in the history. On physical examination there is always a midline dimple posterior to the anus, which may be mistaken for an anal ®stula and may result from the pull of the ®lum terminale on the skin during early development 3, 4 . Unusual perineal swellings are often treated as abscesses, and erroneous incision and drainage can lead to delays in diagnosis. How do we explain the recurrence in this case? The probable explanation is that the original lesion was bilobed or dumbbell shaped, with one part above the levators connected by a small ®stula to another below. Previous exploratory operations had decompressed the lower lobe, so two lobes were not seen on the original MRI scans. After removal of the upper lobe, the lower lobe gradually reaccumulated¯uid and began discharging.
Before surgical operation on an unusual perineal swelling, views should be obtained by magnetic resonance and endoanal ultrasound both above and below the levators.
